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Introduction
Greater involvement of consumers in decisions
about their treatment or care (‘shared decision-
making’ – SDM) is increasingly advocated.1
Empirical evidence about the benefits of such
approaches is now beginning to accrue.2–4
However, there is debate about the precise out-
comes which should be used to evaluate the
benefits (or harms) of involving consumers.5 The
term ‘outcomes’ is taken to include both true
outcomes which can be witnessed at the end of a
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Abstract
Background There is a recognized need to assess the eects of
shared decision-making and other communication interventions.
However, the outcomes usually assessed for evidence of ‘eective-
ness’ are determined by researchers and have not been based on
consumers’ views.
Aim This study aimed to identify the important outcomes of
consultations for consumers, and to compare with those reported in
the current literature.
Setting and participants Forty-seven participants attending six
focus group interviews. Most interviews took place in and all were
orientated towards the UK primary care setting.
Methods Focus group study.
Results Many aective outcomes were identified, consistent with
the current literature trends. However, many cognitive and beha-
vioural outcomes that are assessed in the current literature were not
noted by participants as important. Furthermore, a broader range
of outcomes than is evident in the current literature was viewed as
important to these participants.
Conclusions There is a need to revisit the outcomes which are
assessed in decision-making and communication research. The
outcomes of greatest importance to consumers must be identified
and confirmed by new research which is based directly on the views
of consumers themselves.
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consultation, and also outcomes which refer to
the process within the consultation. Much of the
literature to date has evaluated ‘cognitive’ out-
comes,6 such as consumers’ knowledge or accu-
rate risk perception, and behavioural outcomes
such as compliance with treatment.5,6 Increas-
ingly, the focus is shifting towards more
‘aective’ outcomes,6 such as consumer satis-
faction with the consultation or the decision
made, consumers’ anxiety, and their certainty or
confidence that the most appropriate treatment
has been chosen.5
Validated and reliable scales have been
developed and are now available for use in the
evaluationof someof theseaectiveoutcomes.7–10
Despite this there remains a concern about the
extent to which any of these outcomes are really
the issues of most importance to consumers.
They are the users and the people whose inter-
ests should be the principal objective of any
health-care provision.
Outcome assessment scales can be developed
by reference to existing literature, key informant
professionals and consumers.11,12 The founda-
tion of any scale lies in the identification of the
key issues and aspects which must be assessed
(‘item formulation’). Reports of the develop-
ment of the most widely accepted outcome
assessment scales in SDM-orientated research8,10
describe how these have been generated in keep-
ing with theoretical constructs10 or by modifying
and testing items related to other instruments.8
Such processes were also used in the generation of
items for other established but broader satisfac-
tion instruments.13 To be sure that these scales
assess the issues of importance to2 consumers, it is
crucial that the consumers’ views themselves are
specifically sought and explored.
In this study we, therefore, sought to identify
the outcomes of importance to consumers by
more direct enquiry than has been reported for
previous scale developments.8,10,13,14 We used
a qualitative approach to enable participants to
identify and explore issues in depth. We sought
to identify similarities and dierences between
the outcomes volunteered in interviews and
those frequently assessed in research.5 In this
paper we use the term consumers as synonymous
with others such as patients, clients, users of
services and so on. We recognize that the
appropriateness of the terms may vary according
to the precise nature of the situation being
considered, but for simplicity and consistency we
will confine our terminology to ‘consumers’.
Subjects and methods
Method
Six focus group interviews were held in Wales
and England between November 1998 and
November 1999. Focus group methodology was
used to identify group norms or a range of
views,15 and to capitalize on the interaction
within the group to elicit rich experiential
data.16
Study sample
A range of subjects was recruited by purposeful
sampling. Five of the six groups comprised a
range of consumers, consumer advocates and
consumer representatives. These included people
invited to take part in the study whilst attending
for their health-care at general practices in
Wales, volunteers linked with other general
practices, and further individuals involved in
‘lobbying’ consumer representation at wider
levels and contributing consumer views to
research projects. In addition, one group com-
prised non-medical individuals with experience
in playing roles of consumers (‘patient simula-
tors’) in medical training.
The groups were as follows (and the number
of participants per group, 47 in total):
• One ‘Patient participation group’ (n  8)
from a South Wales group general practice
(Swansea area).
• One group of patients (n  6) recruited whilst
attending for routine health-care at another
South Wales group general practice (Cardi
area).
• One group of patients (n  9) from a South
Wales ‘single-handed doctor’ general practice,
comprising members of the ‘Patient
Consumers’ views of quality in consultations1 , A Edwards et al.
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Participation Forum’ and volunteers from the
patient list (Neath area).
• Two UK national consumer representative
groups (both convened in London): Patients’
Association (Council members, and paid and
voluntary sta; n  10) and Consumers
Advisory Group for Clinical Trials (Executive
and membership individuals; n  8).
• One group of ‘patient simulators’ (n  6;
Cardi area).
The first three of these groups can be regarded
as general practice-based or general practice-
convened. The two consumer representative
groups were interviewed to seek the views of
those more accustomed to being ‘consumer
advocates’. The last group was closer in nature
to the first three, though with experience of
specifically considering communication skills.
Even so, the purposeful sampling was intended
to over-represent those with specific interests,
rather than ‘the average view’. All individuals
connected to these various groups were invited
to participate, with the exception of the routine
surgery attendees3 . Sixteen people attending on
1 day indicated consent to participate in this
latter group, though only six could attend the
scheduled meeting. All the patient simulators
attended their scheduled meeting. The attend-
ance rate in the other four groups was approxi-
mately half of those eligible to attend.
The interview structure
The participants were provided with an overview
of some of the issues and current trends in
training and policy regarding the involvement of
consumers in decision-making, and given an
outline of the focus group interview. Partici-
pants listened to an audio-taped consultation as
a trigger for the interview to follow. This con-
sultation was an actual consultation from gen-
eral practice undertaken by one of the authors
(AE) in which hormone replacement therapy is
considered. The consultation lasted 15 min and
explored the harms and benefits of such therapy,
using graphical visual aids to portray informa-
tion.17
The interview lasted up to 2 h for each ses-
sion, and was moderated by one of AE, GE
or CS. In semi-structured format, the interview
first addressed issues around ‘shared decision-
making’,18 such as the degree to which partici-
pants valued the concept and the degree to
which they felt it was implemented in practice.
Participants were encouraged to share previous
experiences to illustrate issues for the group. The
group were invited to comment where they
wished, and to identify a consensus or range of
views on these issues. Participants were then
asked to identify the outcomes which they felt
were important to them, or which they felt would
be important to other consumers in general. After
identifying the principal areas of importance to
these participants, specific outcomes commonly
encountered in the medical literature were
outlined to the groups. Participants commented
on the value they placed on these commonly
reported outcomes. Fuller details of the interview
are contained in Appendix 1.
Analysis and validation
The focus groups were audio-taped for subse-
quent transcription and analysis. The transcripts
were examined by three authors (AE, CS, GE)
to identify emergent themes15 which were then
agreed by discussion. All data were then categ-
orized independently by two researchers (AE
and GE), again with agreement over classifica-
tion achieved by discussion.
Results
All the consumer groups expressed broad sup-
port for the idea of consumer involvement,
though they recalled great variation in practice.
Specific themes in the focus group interviews
were evident and are described below. In gen-
eral, consumers indicated that they desired at
least some degree of involvement in treatment
decisions, though this was frequently not
their experience in reality. Some participants
expressed satisfaction with current practice,
often when decisions were made primarily by
Ó Blackwell Science Ltd 2001 Health Expectations, 4, pp.151–161
Consumers’ views of quality in consultations1 , A Edwards et al. 153
the professional involved. Thus, the concept of
‘appropriate involvement’ emerged.
Themes
A number of more specific themes and categor-
ies were evident from the data as identified in
Table 1. These will now be described and illus-
trated with relevant data. Data are labelled with
the focus group from which they are drawn, and
are attributed broadly as ‘primary care-based’ or
‘advocate groups’.
Context of discussions in the consultation
A sequence of consultations
Consumers in this study expressed views that they
usually regard consultations as part of a series of
consultations in which the discussions unfold and
progress. To some extent this provides a solution
to the problem of lack of time within a single
consultation to ‘share decisions’ fully (see below).
the consultation is often quite short, but the person
comes back for a second phase consultation, the
doctor knows what it’s going to be about in
advance and therefore presumably can prepare a
slightly longer session to discuss what he really
wants to discuss, even in NHS clinics (PA p10;
advocate group)
Continuity with same professional
Given that consultations might be part of a
series in which a single problem is addressed,
treatment decisions made and progress re-
viewed, participants placed a high value on
continuity of care in such a ‘treatment episode’.
They felt that consumers frequently have
knowledge about the characteristics of the
professional as they commence a treatment
episode. They may choose a certain style for a
particular type of problem. However, during an
episode, the participants noted that as con-
sumers they develop greater knowledge about
the professional, and vice versa. The product
(in the ideal scenario) is that when a decision-
making point is reached, the professional
‘knows’ the needs of consumer, and the con-
sumer has a degree of confidence in and an
ability to talk to the professional.
it works best, the shared decision, if your doctor
knows you…. But when they don’t know you, it’s
very dicult to put your point of view over when
something has cropped up (PS, p3; primary care-
based)
Respect for individual consumer
Some participants indicated that the above
scenario can only take place in a context in
which the consumer feels respected. They felt
Theme Category
Context of discussions in 1. A sequence of consultations
the consultation 2. Continuity with same professional
3. Respect for individual consumer
4. Variable involvement according to context
Process of discussions in 1. Individual contribution to discussions
the consultation 2. Perceived involvement in decisions
3. Perceived professional-consumer agreement
4. Satisfaction with the way a decision is made
and sucient time to decide
5. Certainty that best decision made
6. Opportunity to involve others
Content of discussions in 1. Options and choices specified
the consultation 2. Information provision
3. Support materials
4. Review arrangements
Health outcomes 1. Anxiety/reassurance
little value on adherence or health behaviours per se
Table 1 The outcomes of importance
to consumers – themes and categories
identified in the data of these focus
groups interviews
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this was likely to be implicit from the manner of
the proceedings, but if not perceived by the
consumer then they are unlikely to reach the
decision-making stage with the confidence des-
cribed above.
people automatically assume you are an imbecile
because you are not a medical person but you do
know for certain when there is something wrong
with you (Cf, p29; primary care-based)
Variable involvement according to context
Developing the concept of ‘appropriate
involvement’, consumers felt that the aim of
consultations should not be participation per se,
but rather the professional should seek involve-
ment to the level that the consumer desires.
Furthermore, consumers were aware that their
own desire for involvement would vary from one
situation to another. For example, they envis-
aged contributing significantly to a treatment
decision about a chronic health problem
(e.g. hypertension), but in the emergency situ-
ation they would prefer (and expect) the profes-
sional to take the lead. They would expect the
professionals to direct where appropriate, thus
using as well as providing their specialist know-
ledge. If consumers are not accustomed to expect
involvement, they also felt that the professionals
should give guidance as or when requested.
I think this is what doctors are trained for … They
must judge when it’s best to say to the patient ‘‘I
would recommend this’’ or he says to the patient
‘these are the options you chose between them’ and
they must be not life-threatening situations (Sw p8;
primary care-based)
Process of discussions in the consultation
Individual contribution to discussions
Participants expressed views that they wished to
come away from consultations with a feeling of
having contributed meaningfully to the discus-
sions. This is perhaps closely linked to the cat-
egory of ‘Respect’ above, but refers more
specifically to the actual consultation. Many
participants expressed a desire to feel that they
were on equal terms with the professional, and
that their personal values had been taken into
account in arriving at a decision on treatment or
care.
I want to be talked to as a person who can make
decisions (PS p8; primary care-based)
Perceived involvement in decisions
Participants felt it was important to perceive that
they had been involved in the decision-making
process. They also recognized that the oppor-
tunity for genuine involvement may simply not be
oered by the professional, but that the consumer
still comes away with a feeling of having made a
personal contribution. Where there is dissonance
between the perceived and the actual levels of
consumer involvement, these participants felt
that perceived involvement was more important.
even if it’s only an illusion (involvement), which in
many circumstances it is, it is the perception that
matters (CAG p20; advocate group)
Perceived professional-consumer agreement
Participants consistently placed a great value on
feeling that they agreed with their doctor over
the choice of treatment. Many commented that
if they disagreed with a suggested treatment they
simply would not take it.
he said ‘‘You’re depressed’’ and I said ‘‘I’m not’’.
So he chucked these antidepressants at me and I
went home …… I chucked them in the bin. (Cf
p21; primary care-based)
Satisfaction with the way a decision is made
Perhaps one of the contributions to profes-
sional-consumer agreement lies in the way a
decision is made. Participants felt that they
certainly could not give informed consent to a
treatment decision if they were not provided
with sucient information (see below) and the
opportunity to discuss issues which arise. If
these ‘competencies’19,20 are evident, then con-
sumers would be likely to be satisfied with the
decision-making process.
I would hate to see a situation where you couldn’t
actually go into see a doctor and discuss it with
him. If you had to go in and say ‘‘I’ve read all the
information, I think I’ve got that wrong with me,
what can you give me for it?’’, it would be
incredible (Sw p27; primary care-based)
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An important factor in the way decisions are
made is having sucient time. Many partici-
pants commented on dissatisfaction when dis-
cussions are rushed, and that the professional
should be trying to avoid giving the impression
of being rushed, even if this is the reality.
most of us want time to be able to spend on that
kind of face to face contact …. a discussion,
decision making but in the real world; perhaps
we’re looking for rather more than is available
(Ne p5; primary care-based)
Certainty that best decision is made
Participants felt in some cases that an important
outcome was feeling certain that the best decis-
ion for them personally had been made. This
may supersede preferences for involvement in
decisions, but may also be the product of
a successful decision-making process, where
involvement is critical.
if I come into a room and a man gives me the
feeling that he knows what he’s doing, I would
probably take his advice, rather than him saying to
me, what do you think, or have you anything to
add to this (PS p13; primary care-based)
Opportunity to involve others
A final category in this theme concerned the
opportunity to continue the decision-making
process outside the consultation. Participants
consistently placed value on this, and described
a number of other people who they might like to
involve. These included other family members,
though apparently even more so other profes-
sionals in the team, and voluntary or self-help
support groups for consumers.
the GP could say to the patient, right I think HRT
might be beneficial to you but there are other
options, I’ll get my nurse to explain them to you
and then if you’ve got any further questions or
whatever conclusion you come to then I will see
you and we’ll go ahead (PA p11; advocate group)
Content of discussions in a consultation
Options and choices specified
Concerning the precise content of discussions,
participants felt that as consumers they would
want to be made aware of the full range of
treatment options or choices available.
I would like to know myself. I know what I’m
going through and I say look, this is happening
already, I know what’s happening to me, then give
me the alternatives (Cf p5; primary care-based)
Many recalled scenarios in which they had not
been presented with the full range of options – in
eect the professional had, therefore, restricted
their choice – and this was viewed negatively.
Information provision
Participants described many aspects of the
information which they would value in a con-
sultation. They wanted the information to be
‘individualized’ (i.e. the most pertinent avail-
able) for their situation. They wanted ‘complete’
information regarding these most pertinent
issues, indicating that they felt they had not been
provided with all the necessary information
(particularly about harms of treatments) upon
which to base a decision. Truly ‘complete’
information is probably unrealistic, but many
participants viewed this as meaning sucient
information to make a decision. They wanted
the information to be honest, accurate and
clearly presented. Some recognized the capacity
of information formats to manipulate decisions
made and that this should be avoided, and they
wanted a meaningful interaction over the infor-
mation. Unnecessary repetition of information
should also be avoided, and above all, partici-
pants wanted to feel that they had understood
what was discussed in a consultation.
I would want to feel that it was honest and com-
plete, taking into account my situation, personal
(CAG p18; advocate group)
it’s important to you if the doctor is listening to
what you’re saying rather than just giving you
information (Cf p18; primary care-based)
Support materials
Because of the potential for large amounts of
information to be imparted, the value of sup-
plementary leaflets and tapes was highlighted. A
further possibility concerned the potential value
of having a tape-recording of the consultation to
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be able to listen to later and revisit the issues
raised. Even if further information was not
provided during or as a result of a consultation,
participants felt that awareness of other infor-
mation sources that could be explored was also
of value to consumers.
I think it’s good to have a small summary on paper
of what you’ve decided so that when you go home
you really know what you’ve decided, because
sometimes you’re not sure afterwards (CAG p17;
advocate group)
a tape recording of ordinary GP consultations
would be a good idea (Ne p11; primary care-based)
Review arrangements
Participants felt it was important that some part
of the discussions should address follow-up
plans. Value was placed on the feeling of security
that a clear follow-up plan provided. Related
to this, participants also described how it was
important for the consumer to feel that they can
approach the professional again to review the
condition or chosen treatment.
the follow up is just important as the shared de-
cision making. I think that really should be an
essential part of the decisions (PS p17; primary
care-based)
Health outcomes
The final theme of outcomes volunteered by
participants concerned actual patient-based
health outcomes. One such theme was anxiety or
similar feelings of fears being reduced, or the
converse, of being reassured. The latter was a
major goal for consumers. In general, however, it
was noticeable how little emphasis participants
placed on improvement in actual health outcomes
per se. There was also little recognition that
adherence to chosen treatments was of import-
ance to consumers. This was viewed (often dis-
dainfully) as something of only ‘medical interest’.
we want to feel reassured when we come out, more
than anything we want to be reassured that he
understands exactly how you feel, not just to go in
and tell him and he’s writing a prescription out and
you haven’t finished what your saying, I think you
need reassurance (Ne p6; primary care-based)
compliance is a real issue for the medical profes-
sion, but it isn’t something that a lay public would
automatically have on top of their list (CAG p42;
advocate group)
Discussion
In this research, important outcomes of consul-
tations for consumers included feeling respected
and perceiving that they had contributed
meaningfully to the process and discussions. The
participants also wanted to feel that consulta-
tions and their care had been ‘individualized’ for
them, and that complete and honest information
had been provided. Other valued outcomes
included the consumers perceiving that they
were involved in decision-making, even leading
the decision-making. Perhaps out of a sense of
reality, recognizing that professionals will fre-
quently exert a large degree of control through
their access to the specialist knowledge base
(‘power asymmetry’),21 many participants felt
that actual involvement in the decision-making
was less important than the level of perceived
involvement. They also recognized that actual
involvement and preferred levels of involvement
would be ‘context dependent’, varying according
to the nature, severity and chronicity of their
condition. Thus, for example, more paternalistic
styles might be more preferred in situations
where the illness is more severe or acute, but the
same individual might prefer greater involve-
ment in decisions about more long-lasting ill-
nesses and treatments. Participants placed a high
value on ‘appropriate involvement’ according to
the circumstances, and it seems that some role
negotiation, however brief, or even implicitly
rather than explicitly, should take place at the
beginning of every consultation. In contrast to
these ‘patient-based’ outcomes22 and comments
on the process of consultations, these partici-
pants did not place a high value on compliance
and other behavioural measures.
The strength of this research is its use of
purposeful sampling and a qualitative method.
In doing so, it identified several issues of
importance to consumers in their dealings with
health-care providers, and a broader range of
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issues than has been addressed in other current
research as will be described below. Previous
methodological work on patient-based out-
comes22 has generally not begun with such
exercises to identify consumers’ views. If con-
sumers have been consulted then this may only
have been a small contribution to the process,14
or to express views on items generated first by
other ‘experts’.23 Furthermore, the ways such
views have been collated have limitations.
Seeking consumer views of potential items by
questionnaire response14,23 restricts the range
of potentially important items at the outset,
whereas our method has allowed consumers to
identify any outcome they view as important. In
particular, the participants were able to feed o
each other’s experiences in arriving at a view or
range of views in the group.
These other methods also beg questions about
who is most qualified to be the ‘expert’ in gen-
erating items or outcomes – the professional or
the consumer. The focus on communication and
discussion between professionals and consumers
is set in a paradigm which is intrinsically
‘patient-centred’.24,25 In this paradigm it seems
natural to regard the consumer as the ‘expert’,
and the arbiter of which items or outcomes are
important.
In contrast to the strengths of the method
used here, there are weaknesses. The method
does not allow us to comment on the relative
importance of the outcomes noted with any
degree of generalizability. We note also that the
qualitative method itself (using focus group
interviews) may have biased results towards
certain topics. These may be those of general
interest or comfort in discussing in a group
situation. Other methods, such as one-to-one
interviews with consumers may generate a dif-
ferent range of outcomes, perhaps with greater
emphasis on the issues which are most pertinent
or sensitive to the individual concerned.
Comparison with existing literature
However, even if other outcomes and issues
might be identified by other methods, the range
of outcomes identified here has its own credi-
bility. We can compare the results of this study
with the outcomes reported in the established
literature of this field (see Table 2). Many of the
aspects identified by participants were consistent
with the ‘aective’ outcomes on which current
research focuses.5,6 These included reduced
anxiety and allaying fears, certainty over the
choice made and confidence in the doctor (or
other professional) concerned, and satisfaction
with the way in which decisions were made or
information provided. Some of these issues are
addressed by existing scales such as the Deci-
sional Conflict Scale10 or the Satisfaction with
Decision scales.7–9
Importantly, however, further aective out-
comes were also identified. These included feel-
ing reassured that they were being supported by
professionals in dealing with their condition,
and comfort that there was continuity of care
from professionals and opportunity to involve
others where appropriate. The scope of out-
comes suggested by these participants appears
much broader than in the current literature.
Participants appeared to value involvement
and support of others such as allied pro-
fessionals (nurses, counsellors) and consumer
groups more than other family members,
though this may not be a true reflection of views
in general owing to the purposeful sampling for
this study. These British participants expressed
strong preferences for there to be definite man-
agement plans, agreed by professionals and
Table 2 Types of outcomes reported in risk communication
literature5
Theme Category
Cognitive 1. Patient’s knowledge change after
intervention
2. Accurate risk perception
Behavioural/
physical
1. Compliance (intended or actual; with
treatment or uptake of information
package)
Affective 1. Anxiety ratings (general, state and trait)
2. Satisfaction
3. Certainty about option chosen
4. Assessment of decision making process
5. Assessment of information given
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patients, and clear follow-up plans, perhaps
backed up by summary material or audio-taped
information. This strong call for ongoing sup-
port is understandable, but may suggest that
approaches which seek to enhance autonomy26
and ‘patient enablement’27 have some way to
go before matching consumer expectations or
preferences. Professional strategies for consul-
tations must be flexible enough to meet the
variable preferences of consumers for involve-
ment in their health-care decisions. Clearly, this
may be context-specific to the British or perhaps
other publicly funded health-care systems, or to
the primary-care setting, and this requires fur-
ther evaluation.
Some cognitive outcomes6 were identified (e.g.
comprehension of information presented), but
other cognitive and behavioural outcomes fre-
quently addressed in research5 were not volun-
teered by participants as important to consumers.
Such outcomes included accurate risk perception,
and adherence to treatment schedules or reducing
risk behaviour (e.g. smoking). Many participants
recognized that professionals value these out-
comes, but viewed these as more peripheral to the
individual concerned than the aective measures
described above.
Conclusion
This study firstly confirms that many of the
outcomes addressed in shared decision-making
research are important to consumers. These
included perceived involvement in decisions and
professional-consumer agreement. They also
included anxiety, satisfaction with the way
decisions are made and certainty that the best
decision has been made, for which validated
assessment scales exist.7,8,10 Secondly, however,
these participants did not identify some out-
comes addressed regularly in the literature, such
as knowledge and accurate risk perception. This
suggests that the emphasis on these outcomes to
date may have been misplaced for a research
field which aims to be ‘patient- or consumer-
centred’.25
Thirdly, these participants identified new
aspects which they regard as important. These
included feeling respected and making a mean-
ingful contribution to the discussions, as well as
the opportunity to involve others, the availabil-
ity of extra information sources, and clear
arrangements for review of the treatment decis-
ion. Fourthly, these participants actively rejected
adherence to treatment or health behaviour
change as important outcomes. Such outcomes
have been reported most frequently of all in the
literature to date.
It seems fundamental that research in this
topic area should evaluate the eects of training
or other interventions in terms of the outcomes
of most importance to consumers. We do not
suggest a complete re-alignment of the outcomes
measures for research, but the data in this study
demonstrate a clear need to re-visit the types and
range of outcomes for assessment. Further work
should be conducted to confirm the areas of
most importance to consumers. The generaliz-
ability of such findings or their specificity to
certain countries or health-care systems must be
addressed as part of this. When such findings are
available, an informed discussion will be poss-
ible to decide whether consumers’ or profes-
sionals’ values and interests take precedence in
driving and designing research for the future.
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Appendix 1 Content of focus group interviews
Introductions, and scene setting regarding research project
and the value of participants views, particularly to inform
further research
Stimulus materials
Overview of ‘shared decision-making’ including: paternalistic,
shared and informed choice models of consultation;
identification of advantages and disadvantages of
treatments as an issue for later discussion
Audio-tape of consultation in which hormone replacement
therapy is discussed, including information about its harms
and benefits
Semi-structured discussion
Prompts
‘What ‘‘outcomes’’ are most important to you?’
‘What are you looking for?’
‘What do you think matters most to other people?’
‘What do you think other people are looking for?’
If not volunteered spontaneously by participants,
explore:
‘What information do you want to be given?’
‘How should it be given to you?’
‘How much do you wish to contribute to the decisions
about treatments?’
‘How do you expect to feel or want to feel at the end
of a consultation?’
‘How important is it to you that you stick with a chosen
treatment?’
Areas volunteered by participants were explored
in more depth
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